There are many advantages to be derived from the use of extra-dural block in obstetrics and gynaecology. In 
Anatomy
The extra-dural space (also called epidural or peridural) is formed by the splitting into two layers of the dura mater when it emerges from the foramen magnum. The outer or parietal layer forms the periosteal lining of the vertebral canal. The inner or parietal layer surrounds the spinal cord. The space is closed below by the posterior sacro-coccygeal ligaments at the sacral hiatus and it is pierced laterally by openings for the 31 pairs of spinal nerves as they emerge from the intervertebral foramina. The space has an average width of 3-4 mm. and is loosely filled with fatty connective tissue and a plexus of veins and arteries. Injection of radio-opaque substances into the space shows a rapid spread into the paravertebral space through the intervertebral foramina, and it is in this region that local analgesics injected into the space have their effect, as there is very little absorption through the dura mater. The fibres of the mixed spinal nerves and the grey and white rami communicantes of the sympathetic system will all be affected by the block, though the effect on the motor nerves will be less than the others, owing to the larger size of the fibres and the presence of a tougher sheath. Fluid injected into the extra-dural space cannot reach the brain owing to the fusion of the two layers of dura mater at the foramen magnum.
Physiology
In the upright position the extra-dural space remains only a potential one as the two layers of dura mater are in contact. 
Anatomy
The sacrum is formed by the fusion of the five sacral vertebrae but owing to the variation in the fusion of the arches of these vertebrae a normal sacrum can hardly be said to exist. The caudal space, which is that part of the epidural space lying below the fifth lumbar vertebra, is bounded in front by the body of the sacrum and behind by the arches of the vertebrae. The posterior boundary is called the sacral hiatus and this is closed by the posterior sacrococcygeal ligaments. The hiatus is triangular in shape and in 34% of patients its apex is formed by the fusion of the arches of the fourth sacral vertebra, while on either side there lie the sacral cornua which represent the articular surfaces of the fifth sacral vertebra. These cornua are easily felt through the skin and constitute landmarks to the hiatus. In I9% the hiatus is nearer the coccyx due to the fusion of the arches of the fifth sacral vertebra and is correspondingly much smaller in size. In nearly 47% the hiatus is displaced upwards owing to the non-fusion of the third, second or first.sacral vertebrae and in 0.3% there is no posterior bony wall at all.
The dura mater normally ends at the lower border of second sacral vertebra and the average distance between it and the hiatus is 47 mm., but extremes of 19 mm. and 75 mm. have been noted. minutes. Provided that the solution does not reach higher than the tenth thoracic vertebra labour will be painless and uterine contractions unaffected and there will be no harmful effect on the foetus whatever.
Effects
The course of labour will be altered by a lengthening of the second stage as the normal impulse to push out the foetal head will not be appreciated by the analgesic patient and in a primipara it will be necessary to extract the baby with forceps, but with the relaxed perineum forceps extraction is considerably easier than it would otherwise be, and if episiotomy is necessary it will be painless. In a multipara who has had a previous delivery under light general anaesthesia, forceps are rarely necessary as the mother knows what to do when she is told to bear down. The advantages of the method are summarized in the accompanying 
